on one side, and often localized to the upper dorsal region (Fig. 8) -and those in which hemivertebre are present on both sides, and in which there is little clinical evidence of abnormality. X-ray readily distinguishes these from the others. Deformity in both these types is usually relatively mild compared with (3) (Fig. 9) , and the prognosis is relatively good.
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In spite of this it should be remembered that paraplegia, the rare complication of scoliosis, occurs more frequently in congenital than in any other type of scoliosis.
(5) Very few lateral curves of known etiology appear before the age of 2.
A diagnostic label is a guide to prognosis, and also with regard to the etiology. The first Group is of little importance, as far as this aspect of the problem is concerned-except to indicate how postural influences affect development of the normal spinal alignment.
In the second Group it is of particular interest that a curve may be present, measuring 20 degrees, and involving several vertebra, but without containing that progressive element which we have always connected with vertebral growth, and about which we know so little, and may then spontaneously disappear. THIS paper is based on a follow-up review that Mr. J. G. Taylor and I did when we were at the Wingfield Morris Orthopedic Hospital. We were impressed by the good immediate results of lumbo-sacral fusion in the treatment of chronic low back pain, and we wondered why it was not done more readily. It was the apparent reluctance to use this form of treatment that stimulated us to investigate the results.
The records of 61 patients between 1934 and 1954 were available, and it was possible to follow up 52 of these. This represented 55 operations which were all fundamentally the same-onlay grafts using autogenous bone-and they were undertaken for the treatment of chronic low back pain due to a non-infective structural weakness.
The review was both clinical and radiological, all the patients being interviewed and examined by one of us, but estimation of bony fusion or otherwise was solely by study of flexion-extension lateral and serial antero-posterior radiographs. In the serial antero-posterior views the points sought in confirmation of bony union were moulding of the grafts in response to stresses and strains, thickening of the grafts, and lastly a natural conformity of the graft bone with the appearance of the host bone in the area so that it no longer looks like a foreign body.
The fusion rate shown by this method of investigation is illustrated in Table I . It will also be seen from Table II that 8 patients who had solid fusions were not pleased with the result symptomatically. In 7 of these 8 cases we think a reason can be found why operation failed to relieve the patient of symptoms. Three of them had a generalized type of spondylosis and there was evidence of it above the level of the graft. One patient had a pseudarthrosis at the upper end of the graft which was unnecessarily long. In one patient who had had a transitional vertebra fused to the sacrum we felt that his symptoms had been, and still were, due to a disc degeneration in the space above the transitional vertebra. One Section of Orthopcedics 405 sacro-iliac arthritis. One patient seemed to be an hysteric. In the eighth patient we could not find any reason why successful fusion had not relieved her symptoms.
In all these cases where a successful fusion had failed to relieve symptoms the operation had been done for disc degeneration. When done for spondylolisthesis a solid fusion was always successful in relieving symptoms.
In an attempt to analyse the causes of failure to obtain fusion the operative results were correlated with the disease process for which it was undertaken (Table III) , but this analysis was not helpful. However it did bear out the clinical impression that it is easier to obtain fusion in disc lesions than in spondylolistheses. 68% of disc lesions obtained fusion compared with 58 % in spondylolisthesis. Table IV correlates the operative result with the type of bone graft used. Excluding two doubtful cases and one death the failure rate with solid cortical grafts and match-stick grafts was the same in each, that is one-third. Table V correlates the length of post-operative plaster-bed immobilization with the operative result, in those cases where this time was known.
It can be seen that of 17 failures 7 were immobilized for only eight weeks. On the other hand of 32 successes only 3 were immobilized for so short a time. Another 2 were immobilized for only nine weeks. Ten to twelve weeks seems to be the optimum time in these cases where internal fixation is not used. Other possible causes of failure may have been the use of an insufficient quantity of bone and poor apposition of the graft to its bed ( Fig. IA and B) . II.-(l) Fusion of a local area in a diffuse pathology (where spondylosis is generalized). (2) Fusion of the wrong area (e.g. lumbo-sacral fusion for sacro-iliac arthritis). (3) Fusion in the wrong patient (e.g. hysterics).
Illustrative cases.-I.-E. D., a woman of 30 had had severe low back pain for six months. Her occupation was a strenuous one (nursing) and she lived abroad. She had a spondylolisthesis of L5 on the sacrum. Fusion was advised and at operation twin cortical grafts were laid from the spine of L4 to the sacrum. Fig. 1A shows that the grafts are not in close contact with the spines; and Fig. iB shows them standing well away from the lamine. At follow-up one year later X-rays show free movement between the spines of L4, 5 and S1 and between the spines and the grafts. This patient was only doubtfully satisfied and was classed as a failure by the reviewers.
II.-M. E., a man of 42 years, had had low back pain for three years. He had a chronic disc degeneration between L4 and a transitional vertebra. Twin grafts were placed, as is seen in Fig. 2A and B, from the spine of L2 to the sacrum. These X-rays taken at follow-up two years later show no movement between the graft and the spines of LA, the transitional and the sacrum which is the area required to be fixed; however, there is movement above the level of L4. In this case the patient was cured of his pain but we believe these unnecessarily long grafts are sometimes the cause of a "different pain" at the site of the pseudarthrosis.
III.-P. B., a girl of 10 years, presented as a case of bad posture. She was found to have a spondylolisthesis of L5 on the sacrum. There was a neural arch defect in L5 but no other defect could be seen in the flexion-extension X-rays taken before operation (Fig. 3A and B) . Twin cortical grafts were placed between the spines of L3 and the sacrum, and one year later appear satisfactory (Fig. 4) . However three years post-operatively (Fig. 5 ) a defect had developed in the neural arch of L3. X-rays five years post-operatively show this defect opening widely in flexion.
Recurrent Dislocation of the Elbow
By GEOFFREY PLATT, M.B., M.Ch.Orth., M.R.C.S., L.R.C.P.
RECURRENT dislocation of the elbow is a rare condition. This is not surprising in view of the anatomical stability of the joint. Albert in 1881 described a case of recurrent dislocation of the elbow in which the radius and ulna displaced medially. In 1894 Heusner described one in which the radius displaced anteriorly and laterally, the ulna posteriorly and medially. In both these cases the displacement occurred in flexion. Bloch in 1900 was the first to describe an habitual dislocation in which both radius and ulna displaced posteriorly. Further cases were described from time to time and there are now approximately twenty of this type recorded in the literature.
In view of the rarity of the condition, a description of the following three cases may be of interest.
